was "gassed" in France. Aphonia developed, followed by hoarseness, but this lasted only a few days, and he was quite well till early in 1928, when he again became hoarse. The hoarseness increased and dyspncea developed.
Miss MAcLEOD explained that there was no particularly unpleasant sensation from the current as applied by means of the apparatus she had demonstrated. The current was a very gentle one, and it was frequently unnecessary to get beyond the stage of " pins and needles." It was pleasant to be able to assure the patient from the beginning that nothing sudden was going to happen, particularly if he had had experience of previous treatment by violent means. The patients had no hesitation whatever in coming back for further treatment if they felt the need of it.
Mr. V. E. NEGUS said it had always seemed to him that the treatment of speech defect should be in the hands of someone interested solely in that particular work. The Orthophonic Department at King's College Hospital was in close collaboration with the Department of Laryngology. The laryngologists saw all cases of aphonia. Organic causes, such as tuberculosis, were first of all excluded, and the others were sent to Miss MacLeod. He had not yet seen a patient with functional aphonia who did not respond on the first occasion. A few minutes after Miss MacLeod had finished with them the patients were usually speaking normally. The cure was generally lasting, but occasionally the trouble recurred, and then they came back again. He had no recollection of one who did not respond the first time.
Sir J. DUNDAS-GRANT said that various procedures had been tried in attempting to restore the voice in cases of functional aphonia. There seemed no limit to the ingenuity that had to be exercised in one way or another, such, for example, as teaching the patient to begin with an inspiratory voice first, and in various other ways. The apparatus shown by Miss MacLeod was certainly ingenious and impressive, but it was not what might be called a " waistcoat pocket edition," and one would like to hear that the results were much better than those which could be obtained by simpler means.
Mr. V. E. NEGUS said that Miss MacLeod was quite aware of the uses of "fore-arm pressure," and found it valuable for some patients, in those for example who had had laryngofissure. This procedure, however, was chiefly useful in men, as could be seen on watching the larynx of a male patient and getting him to exert an armn effort. His experience was that women had not sufficient power in the arms to require to fix the thorax to the same extent on muscular effort; therefore it was of much less use to get women to execute these adduction efforbs of the arms than it was in the case of men. As these cases of functional aphonia occurred chiefly in women, not much use for the method had been found at King's College Hospital.
Sir J. DUNDAS-GRANT said that he had found the fore-arm pressure method in the case of womnen (founded on Mr. Negus's views on the function of the vocal cords in climbing animals) useful, more especially for vocalists in whom fatigue or overwork had resulted in hoarseness and loss of voice, with imperfect approximation of the vocal cords, especially at the posterior part. It was a rather common habit of singers on the platform to place their hands together almost in the attitude of supplication. This need not be altogether a pose on their part; they might in reality be making use of muscular pressure which helped them to approximate their vocal cords and bring out their voice. Miss MAcLEOD, in reply, said that an objection to fore-arm pressure in a certain type of aphonia was that it necessitated general muscular effort. To restore perfect phonation of the voice, one did not want general muscular effort. The procedure certainly was luseful in-some functional aphonia cases at the outset, but there was a certain danger in proceeding with it, if it did not work at once, for there would be force behind it, and such force would produce a hyperphonic variety of voice. She preferred gentle phonation rather than the phonatiohl which would result from strong muscular pressure applied to close the cords. The fore-arm pressure method was valuable in cases of laryngofissure, in which an extra effort was required to make up the deficiency by increased movement.
the anterior commissure and downwards into the subglottic space. Pathological reports:-(1) Royal College of Surgeons' Museumn, Edinburgh. May 30, 1929. -" All the material was sectioned. One of the portions showed a papillomatous condition with some hyperkeratosis. There is a well-marked subacute inflammatory cell reaction in the corium with special abundance of plAtma cells which might suggest a gummatous affection, but there is no evidence whatever of tubercle and, if you can trust the Wassermann being definitely negative, there is no sufficient reason to conclude that it is syphilis. There is no evidence of malignancy. The appearance is really that of a small papilloma with a chronic inflammatory sub-epithelial reaction."
(2) Pathological Department, Nottingham General Hospital. May 31, 1929. -" Sections show thickened and keratinized squamous epithelium. There is no infiltration or other sign of malignancy."
In view of these reports, operation was postponed. The effect of a prolonged course of potassium iodide and mercury was negative.
December 4, 1929.-Growth in statut quio. Wassermann reaction negative. Suggestions are requested as to diagnosis and treatment. The patient is claiming a war pension on the grounds that hispresent condition is due to "gassing." Is one justified in even partially attributing his disability to "gas" ?
DisCU8ssion.-Dr. JOBSON HORNE said that as laryngologist to the Ministry of Pensions he had met with similar cases. He would have had no hesitation in attributing the growth in the larynx to being " gassed " and in recommending the man for a pension.
Mr. HERBERT TILLEY exhibited on the screen a drawing of a papilloma removed from a patient whom he had shown to the Section ten years previously.' The case had been one of mustard gas poisoning, the patient having been gassed in 1918, and practically from the moment of the gassing, difficulty in breathing had begun, and eighteen months afterwards had become extreme. The lower portion of the trachea was filled with a pale reddish growth which was removed on the day after he (the speaker) first saw the patient, and a section was examined by the late Professor Shattock. He had asked Professor Shattock whether he thought that the mustard gas had caused ulceration of the trachea and that the resulting granulations could eventually have become a tumour the size of the groUvh which had been removed. Professor Shattock thought that this was the most probable explanation, and he showed that this growth was a papillary granuloma. The history was continuous from the time of the gas attack. As Mr. Bell Tawse had raised the question of gas, he (Mr. Tilley) thought it would be interesting to the Section to be reminded of a lesion which had dated from the inhalation of the gas, and which might have resulted from it.
Mr. NORMAN BARNETT said that everything else having been evidently excluded, the probability was that this was a case of the late results of mustard gas poisoning, which was responsible for some very unexpected conditions. He believed Mr. Bell Tawse's case came under the category of those unfortunate men who did not " go sick " for every little thing that came along, but struggled to do their jobs, and so had no entry on their Field Service Cards. Other men with no worse gas poisoning " went sick," and in due course got their pensions. 1 Proceedings, 1919, xiii (Sect. Laryiig. 3); Journ. Lay7nqg. and Otol., 1920 (Special Jaiiuary Number).
Ar-RIL-LAWING. 2 * MNr. A. D. SHARP said that any degree of gas poisoning resulting in disability would certainily have been reported in the records of the Field Ambulance. When men were exposed to gas to any serious extent they were unable to carry on their duties for a few weeks-even in the most favourable cases.
Mr. E. WATSON-WlLLIAMS said that the question of the date at which mustard gas was introduced should not invalidate the man's claim to a pension. If mustard gas produced such results, he saw no reason why chlorine should not also do so. Those who saw the early chlorine gas casualties in the spring of 1915 could imagine almost any degree of destruction of mucous memibrane taking place as a result of exposure to chlorine. His own first case of granuloma of the larynx had been in a man gassed in 1917. The patient had been hoarse for a few days, and then apparently for some time all laryngeal symptoms had disappeared. He consulted him (the speaker) in 1923. He had then been complaining for a few months of hoarseness and spasmodic difficulty in breathing. He was found to have a subglottic growth-soft, faintly lobulated, greyish pink-which could be blown up between the vocal cords. On removal this had proved to be a granuloma. An interesting point in connection with this case was the interval of six years between the time of gassing and that of the appearance of severe symptomns. The man's pension, given on account of laryngitis, was stopped after his clinical examination, when the condition had been diagnosed as a fibroma of the larynx, but a section was sent up with a further claim after operation and the pension was restored. The appearance of the growth was not like that in this case; it was softer and rather smoother and more like that in Mr. Capps' case (see p. 33).
Mlr. NORMAN PATTERSON said that had this not been camouflaged in the report as a case of gas poisoning it would have had the label "malignancy." It was difficult of course to get away from the pathological findings. Mr. W. J. HARRISON had seen two cases of growth in the larynx in pensioners who had been gassed. These also had resembled Mr. Capps' case rather than the one under discussion. In April, 1915, when Mr. Bell Tawse's patient was gassed, chlorine and lachrymatory gas contained in a certain type of field-gun shell were the only gases used. Mustard gas was introduced a number of months later.
Mr. 0. POPPER said that before syphilis could be definitely eliminated, a provocative injection of novarsenobillon should be given and the Wassermann test made again.
Mr. J. S. FRASER said he wondered whether this patient would submit to treatment. If he would not do so, the refusal would weigh against his claim. The connection between the condition as seen at present in the larynx and the gassing nearly fifteen years ago was, to say the least of it, rather tenuous.
Dermoid Cyst attached to the Epiglottis.-DAN MCKENZIE, M.D. Patient, male, aged 28, had noticed a swelling in tne throat for eighteen months before his doctor (Dr. Donald Todd-White) saw it and diagnosed it as a cyst.
It presented a remarkable appearance. Bright yellow in colour, and about the size of a hen's egg, with vessels ramifying over it from left to right, it lay across the base of the tongue in such a way as to prevent a view of the larynx. Yet it caused very little discomfort, there being no difficulty in swallowing or breathing, except sometimes during sleep, when it would wake the patient by blocking the larynx, but he was always able, by a short, half-coughing, half-retching movement to propel it on to the tongue and so to clear the airway. To the touch its wall was lax, loose and diffluent, as if the sac was not quite full. Its attachments could not be made out, but its range and direction of movement showed it to be anchored somewhere towards the left side.
It was removed under local anesthesia without difficulty. The cyst-wall was caught up with Tilley's tonsil forceps, and, after the yellow glutinous contents had been evacuated through the tear thereby produced, the laryngeal mirror showed it to be attached to the left side of the lingual surface of the epiglottis, from which it was then severed by scissors.
